
came prominent, and for the space of one month she 1
vomited a large portion of her food. When this '

symptom was under control, there still remained '

constipation, alternating with diarrhoea. From this i
time until she came under my care, her condition

-remained practically unchanged. i

When 1 saw her, there was violent palpitation of
the heart, pulse 120. The arterial excitement was !
not confined to the vessels in the neck, there was
also increased action of the abdominal aorta. The
prominence of the eyeballs was well marked, though
the lids could be closed without difficulty. The eyes
were suffused and red. I cannot better describe the
condition of the thyroid gland than by quoting from
Holmes' " Surgery "

:
" It was soft, smooth and elastic,

and of equal character throughout, presenting the
form of hypertrophied gland, and had rapidly devel¬
oped itself to its present size—that of three or four
times the magnitude of the gland in health; but it
was subject to remarkable variations in this respect,
according to the state of mind, rest or palpitation.
It appeared to be highly vascular, and conveyed to
the touch the sensation of an erectile tumor. There
was also a purring thrill to be felt by the fingers, and
a loud and sometimes musical bruit to be heard
through the stethoscope." The lower extremities
were oedematous. There was at times, profuse sweat¬
ing. Examination showed the uterus to be about
two-thirds the usual adult size. The posterior lip of
the cervix was elongated, and soft and flabby to the
touch. There was slight erosion of the cervical mu¬
cous membrane. No discoverable ovarian difficulty.

The general treatment consisted of tonics and
sedatives, such as pyrophosphate of iron, digitalis,
and bromide of zinc. Good results were obtained
from the use of ergot. The galvanic current was

applied daily, as suggested by Hammond. The gyne¬
cological treatment was directed to the relief of the
uterine disorder, independently of the associated
phenomena improvement followed rapidly.

At the end of two months the exophthalmus and
goitre were much less noticeable; the palpitation of
rare occurrence, the symptoms which usually pre¬
cede menstruation made their appearance, and with
the exception of slight dyspnoea on exertion, the pa¬
tient said that she felt perfectly well, and discontinued
further medical treatment.

212 Brady St., October, 1886.

PERINEORRHAPHY AS PERFORMED BY DR. W.
GILL WYLIE.

BY HOWARD A. PARDEE, M.D.,
OF PHILADELPHIA.

Abstract of a paper read before the Obstetrical Society of
Philadelphia, March 3, 1887.

The interest shown in the paper describing Dr.
Emmett's operation for the restoration of the perineum,

read at the February meeting, leads me to
think that a brief description of the operation devised

by Dr. Wylie might also be acceptable to the
Society.

According to a paper by Dr. Wylie, contributed to

he N. Y. Medical Record, March, 1885, he had devised
the operation about five years previously. It

vas first performed before a class, so far as I know,
in a ward in Bellevue Hospital, in the winter of 1882
-83. It is the operation as I then became acquainted

with it that I shall describe, for it is the one
I have since used and am most familiar with. A
letter, received from Dr. Wylie a few days ago, tells
me that he still uses the same operation with little if
my modification. It is performed as follows :

The usual preparation by laxatives, hot douches
and glycerine tampons having been carried out, the
Dowels are cleansed by enema an hour or two before
he time for operation. Just before the'patient is
etherized, a hot vaginal douche of corrosive sublimate,
1 to 5000, or carbolic acid, 1 to 40, is given. Patient
is placed on her back, the buttocks as near edge of
table as possible, with the thighs strongly flexed and
knees held apart by an assistant on either side.
The labia are drawn apart as fully as possible with-
3ut straining, and are held by the assistants. The
caruncles marking the posterior border of the vaginal
orifice are found and mark the limit of the denuda¬
tion upwards or towards the pubes. A tenaculum
is hooked into the crest of the rectocele, which is
drawn down and an examination is made with the
finger to find at what point the tissues on either side
of it are put on the stretch by the traction. This
point or one a very little above it is made the limit
of denudation backwards into the vagina. It is well
to mark it by snipping ofa particle of the mucous mem¬
brane on either side. For the denudation a pair of
moderately sharp pointed scissors, curved on the flat
is the most convenient instrument. Following Dr.
Wylie's example, I have always used, a pair of good
dissecting forceps to catch the tissues, instead of the
tenaculum.

Commencing from below, a strip of mucous mem¬
brane as wide as can be conveniently cut is snipped
off, following the line of junction of the skin and
mucous membrane from the level of the inferior
caruncle on one side to the same level on the other.
We then denude all the posterior surface of the
vagina up to this level till we reach the beginning of
the sulci running on either side of the rectocele.
The part of the operation requiring the greatest
judgment has now come. Our object is to unite the
vaginal walls above the sulcus on one side with the
corresponding portion of the vaginal wall on the
other side, so obliterating the sulci and forcing back
the rectocele. If we carry denudation too high
we shall find it difficult to bring the two sides to¬
gether without undue tension. If we are too timid
our support will be insufficient and the operation
will be but a partial success. The proper level hav¬
ing been determined, we continue the denudation
upwards till we reach the points in the vagina which
we marked out as the limits of tension from the apex
of the rectocele. This will usually be about one
and a half or two inches from the orifice. In denud¬
ing this portion of the vagina we still work from side
to side carrying the strip of mucous membrane down
into the sulcus, up over the rectocele, down into the
other sulcus and up to the level we have marked on
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the other side. In doing this we should not cut
very deeply, and preserve as much as possible of the
muscular substance of the wall of the vagina over
the rectocele, but afterward we should go over our
work in the sulci removing all tissue till we come to
the fibrous external sheath of the vagina. In this
way we hope to preserve a firm muscular coat over
the rectocele. When we are through, the denuded
surface will be nearly square, or if the rectocele be
very large a paralelogram, the greatest length being
transverse to the axis of the vagina. All bleeding
should be controlled perfectly by pressure and tor¬
sion, but if necessary catgut ligatures may be used
and the parts washed thoroughly with some efficient
antiseptic.

The suture should now be introduced. The first
three or four are placed as in the old " butterfly" op¬
eration, entering about a quarter of an inch outside
the line of junction of the skin and mucous mem¬

brane, passing backward and downward and then
upward and forward emerging on the other side at a

point corresponding to the point at which they
entered. The last one of these external sutures
should be entered a little above the level of the car¬
uncle which marked the limit of denudation upward.
The remaining sutures, four or five in number, are usu¬

ally entered in the mucous membrane a little above
the line of denudation, passed down below the
angle formed by the sulcus and up to the crest of
the rectocele. It is best to bring the needle through
at this point and reintroduce it at the same point, it
then goes down the other side of the rectocele,
round the angle of the sulcus and up the opposite
vaginal, wall till it emerges above the line of denuda¬
tion opposite the point where it entered on the other
side. This may seem to be a difficult stitch, but
with a straight needle, a good needle holder, and the
index finger of the left hand in the rectum while the
thumb is in the vagina, it is made without much
trouble. The greatest care should be taken that the
needle is buried when it passes under the angle of
the sulcus.

When the sutures are placed and before they are

tightened, the sphincter ani should be thoroughly
stretched. This, to a certain extent, relieves the
tension on the sutures, and at least adds largely to
the comfort of the patient by preventing straining at
stool. Another thorough cleansing of the parts
should be done, and the sutures should be tightened
from below upward. The urine is not drawn unless
the patient is unable to pass it. The parts are washed
after urination.
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